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In	 this	 issue	of	Resuscitation	Sondergaard	et	al	 [1]	 report	 that	 the	 likelihood	of	receiving	bystander	defibrillation	decreases	quickly	as	the	distance	from	an	out-of-hospital	 cardiac	 arrest	 (OHCA)	 to	 the	 nearest	 Automated	 External	Defibrillator	 (AED)	 increases.	 Bystander	 automated	 external	 defibrillation	 –	when	performed	–	saves	lives.	The	best	available	data	from	a	recent	systematic	review	 and	 meta-analysis	 [2]	 reports	 that	 the	 chances	 of	 survival	 (odds	 ratio	1.73;	 95%	confidence	 interval	 1.36-2.18)	 and	 favourable	neurological	 outcome	(odds	ratio	2.12;	95%	CI	1.36-3.29)	double	when	defibrillation	is	undertaken	by	a	bystander.			Despite	the	unequivocal	efficacy	of	bystander	defibrillation	it	 is	an	intervention	that	overall	is	infrequently	used	in	OHCA	[1]	[3]	[4].	There	are	many	barriers	to	bystander	defibrillation	[5].	These	can	be	systematically	classified	as	barriers	to	a	 bystander’s	 Capability,	Opportunity	 and	Motivation	 to	 perform	defibrillation,	according	to	the	well-validated	Behaviour	Change	Wheel	conceptual	framework	[6]	(Figure	1).				
Opportunity	(accessibility	and	location)	
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31.0%	if	 the	AED	was	 immediately	available	(0m),	12.5%	if	route	distance	was	100m	and	5.9%	 if	 route	 distance	was	 200m.	 The	 corresponding	 probability	 of	30-day	survival	was	28.2%	(95%	CI	22.8-33.5)	at	0m,	22.2%	(95%	CI	19.3-25.2)	at	100m,	and	17.1%	(95%	CI	14.9-19.2)	at	200m.			In	total,	fewer	than	5%	of	OHCA	occurred	within	100m	of	an	accessible	AED	(and	fewer	than	10%	within	200m),	although	there	was	a	significant	increase	in	this	figure	 (1.2%	 to	 8.5%)	 across	 the	 study	 period.	 Increasing	 the	 opportunity	 for	AED	use	by	reviewing	the	 location	and	accessibility	might	add	value	to	current	approaches.	 OHCA	 and	 AED	 registries	 can	 be	 used	 to	 identify	 areas	 of	 high	cardiac	arrest	 incidence	to	help	planners	to	more	effectively	position	AEDs	and	increase	their	utility	[8]	[9].				
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